The effect ofneedle aspiration in suppurative post-BCG adenitis was studied. Nodes that had been aspirated (43 patients) regressed in 25 (58%) and 41 (95%) patients two and six months after aspiration. In the control group (34 patients) regression occurred in three (9%) and 22 (65%) patients. Spontaneous drainage with sinus tract formation was also significantly less in the aspirated group at six months (7% v 44%).
Patients and methods
Between September 1991 and March 1993 referred infants or children with regional BCG adenitis were randomly assigned every other week into the study and control group. Standard Pasteur vaccine had been used in all cases (0.05 ml for neonates, 0-1 ml if beyond 1 month). All patients except those with signs of abscess formation were evaluated sonographically for detection of any fluid in the node (presumably pus).
Patients with the following conditions were excluded: (a) no sonographic sign of node collection; (b) generalised adenopathy; (c) immunocomprised; (d) receiving an antituberculosis drug before referral. The study group was subjected to needle aspiration for complete evacuation of the pus but the patients in the control group were treated expectantly.
To avoid iatrogenic sinus formation, the aspiration was done subcutaneously 2-3 cm from the periphery of the node. The lesion was mildly compressed manually not only to facilitate evacuation, but to guide the needle in different directions (and to drain any collection in the adjacent nodes) without piercing the overlying skin.
Follow up visits continued every one to two months until the problem was either solved or stable, after which the patient was re-examined three to four months later. At each follow up visit, the node diameters were measured in two dimensions and reaspiration was performed if necessary. Any difference in consistency of the nodes or presence of a sinus tract was also noted. Yates's corrected x2 and Fisher's exact tests were used for statistical analysis of the comparison of outcomes between the two groups.
Results
Seventy seven patients were included in this study: 43 in the study group, 34 in the control group. Nearly two thirds of the patients had been vaccinated in the first two weeks of life in both groups. The age at presentation was 1-36 months (mean for the study and control group were 104 and 10O8 months respectively).
In all except two patients in the study group the collection of pus was unilocular. Reaspiration was performed in six patients. Two of the latter required needle aspiration three times, both of these patients had matted nodes with multilocular collections. One of these patients underwent excision revealing necrotic caseous material in the nodes.
Regression rate in the study group two, four, and six months after needle aspiration was significantly higher compared with the control group (table). No recurrence was observed up to six months after healing. Spontaneous drainage with development of sinus tract formation was also markedly less in the study group compared with the control group four and six months after needle aspiration (table) .
Size of the node (15-5 cm), age of the patient, and time interval after vaccination did not influence the outcome. However, 24 fluctuant nodes in the study group regressed, on average, in a shorter period of time than non-fluctuant ones (6- This phenomenon can be explained on the basis of findings in the caseous (necrotic) material obtained from experimental pulmonary tuberculosis in animal models.6 The necrotic tissue thus formed by a delayed hypersensitivity reaction is related to the local concentration of tuberculin antigens secondary to increased numbers of the extracellular multiplied bacilli. This medium contains various inflammatory mediators, including cytokines, arachidonic acid metabolites, reactive oxygen, and hydrolytic enzymes produced by the host (dead microbicidal macrophage) or probably tuberculosis bacilli.6 Furthermore, an anoxic environment with low pH, containing toxic fatty acids, is also produced. Because of the similarities in the histological picture in this situation and those seen in post-BCG adenitis, the inflammatory mediators and chemical contents may, at least to some extent, be comparable in both conditions. Conclusively, once the liquified necrotic caseous material (pus) containing detrimental substances is drained, spontaneously or by needle aspiration, node regression should logically be enhanced.
Lack of response to needle aspiration may be due to inadequate evacuation of the nodes or severity of delayed hypersensitivity, as well as cellular immunity response, causing multiple node enlargement associated with solid (unliquified) necrosis, thus delaying the healing process. In case of recollection, reaspiration is usually all that is necessary. If there is no response after the third attempt, the nodes should be excised.
In conclusion, needle aspiration has a major role in the management of post-BCG adenitis, particularly if it is fluctuant or suppurative. Not only does it prevent spontaneous drainage, but also facilitates node regression in a relatively short period of time. If properly done, it has no significant complication or morbidity. Surgery should be reserved for those with repeated collections after needle aspiration, especially if the nodes are matted and multilocular. 
